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Tobacco use Is the most important preventable risk factor for premature death. The World Health Organization (WHO) Framework 
Convention on Tobacco Control (FCTC), the first international public health treaty, came into force In 2005. This paper reviews the 
present status of tobacco control policies In Korea according to the WHO FCTC recommendations. In Korea, cigarette use is high 
among adult males (48.2% in 2010), and cigarette prices are the lowest among the Organization for Economic Cooperation and De- 
velopment countries with no tax Increases since 2004. Smoke-free policies have shown Incremental progress since 1995, but smoking 
Is still permitted in many indoor public places. More than 30% of non-smoking adults and adolescents are exposed to second-hand 
smoke. Public education on the harmful effects of tobacco Is currently Insufficient and the current policies have not been adequately 
evaluated. There is no comprehensive ban on tobacco advertising, promotion, or sponsorship in Korea. Cigarette packages have text 
health warnings on only 30% of the main packaging area, and misleading terms such as"mild"and"llght"are permitted. There are na- 
tionwide smoking cessation clinics and a Quitllne service, but cessation services are not covered by public Insurance schemes and 
there are no national treatment guidelines. The sale of tobacco to minors is prohibited by law, but Is poorly enforced. The socioeco- 
nomic Inequality of smoking prevalence has widened, although the government considers inequality reduction to be a national goal. 
The tobacco control policies in Korea have faltered recently and priority should be given to the development of comprehensive tobac- 
co control policies. 
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INTRODUCTION ^re attributable to tobacco in Korea [2]. Moreover, cigarette 



Tobacco use is the most important preventable risk factor among middle-aged, Korean men [3]. The Framework Conven- 
for premature mortality as it kills approximately 5 million peo- tion on Tobacco Control (FCTC) was the first international trea- 
ple worldwide every year [1]. Approximately 21% of all deaths ty by the World Health Organization (WHO) and was adopted 



smoking contributes to nearly 35% of the mortality inequality 
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in 2003, entered into force in 2005, and was ratified by 178 
parties. The WHO FCTC is an evidence-based treaty that incor- 
porates tobacco control policies (Table 1) [4], thus enormously 
advancing the worldwide implementation of tobacco control. 
According to reports to the Conference of the Parties and the 
WHO Global Progress Reports, 68% of the ratifying parties 
have implemented these provisions and more than 75% have 
strengthened existing legislation or adopted new tobacco 
control policies after ratifying this framework [1 ]. 
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Table 1. Evidence-based tobacco control policies 
Demand reduction measures Supply reduction measures 

Price and tax measures to reduce Illicit trade in tobacco products 
the demand for tobacco 

Non-price measures to reduce thie Sales to and by minors 
demand for tobacco 

Protection from exposure to Provision of support for economically 
tobacco smoke viable alternative activities 

Regulation of the contents of 
tobacco products 

Regulation of tobacco product 
disclosures 

Packaging and labeling of tobacco 
products 

Education, communication, training, 
and public awareness 

Tobacco advertising, promotion, 
and sponsorship 

Demand reduction measures 
concerning tobacco dependence 
and smoking cessation 

From World Health Organization. WHO framework convention on tobacco 
control; 2005 [4]. 

In 2008, the WHO introduced the acronym MPOWER mea- 
sures, which has been extremely effective in reducing tobacco 
use. The acronym MPOWER represents the following strate- 
gies: monitoring tobacco use and tobacco control policies; 
protecting people from the dangers of tobacco smoke; offer- 
ing help to quit tobacco; warning the public about the dan- 
gers of tobacco; enforcing bans on tobacco advertising, pro- 
motion, and sponsorship; and raising taxes on tobacco [5]. 

The aim of this paper was to review current tobacco control 
policies in Korea with respect to the WHO FCTC provisions and 
MPOWER measures and as well as to suggest future directions 
for tobacco control in Korea. 

TOBACCO USE IN KOREA 

The prevalence of cigarette smoking in Korea was 48.3% 
among adult men and 6.3% among adult women in 2010 [6]. 
Among males, the smoking rate has decreased dramatically 
from 80% in 1980 to 45% in 2005, but has plateaued since 
2007. Among females, the smoking rate decreased from 
12.5% in 1980 to between 5% and 8% since 1985. However, 
cigarette smoking among Korean women is typically under re- 
ported, and the cotinine-verified smoking rate was suspected 
to be nearly 20% for young females [7]. Moreover, socioeco- 
nomic inequalities in smoking prevalence exist, with the high- 



Table 2. Principal governmental tobacco control polices in 

Korea 

Calendar year Government policy 

1976 Health warnings on cigarette packs via the Tobacco Monopoly Act 

1988 Cigarette market opened to multinational tobacco companies 

1 995 Enactment of the Health Promotion Act 



1998 
2001 
2003 
2004 

2005 

2006 
2009 
2010 

2011 



KT & G, Korea Tobacco and Ginseng; WHO, World Health Organization; 
FCTC, Framework Convention on Tobacco Control. 

est income quartile and the lowest income quartile being 
43.5% and 54.2% among men, and 5.3% and 10.3% among 
women, respectively [6]. Since 1998, these inequalities have 
increased both relatively and absolutely [8]. 

BRIEF HISTORY OF TOBACCO CONTROL 
POLICIES IN KOREA 

In 1 976, the Tobacco Monopoly Act, at the request of the 
WHO, introduced cigarette warning labels in Korea (Table 2). 
However, the health warnings were quite moderate and did 
not reflect the real health effects of tobacco; rather, it simply 
stated that cigarette use should be limited for health reasons. 
In 1988, the Tobacco Business Act introduced stronger ciga- 
rette health warnings and restricted the advertising of tobacco 
products. However, this law did not aim to regulate tobacco or 
protect public health, but instead aimed to develop the tobac- 
co business further. In 1988, the Korean tobacco market was 
opened to the multinational tobacco industry following pres- 
sures from the US government and tobacco companies. In 
1995, Korea enacted the National Health Promotion Act that 
introduced comprehensive tobacco control measures includ- 
ing stronger restriction on indoor smoking; restrictions on ad- 
vertisement, promotion, and sponsorship; ban on cigarette 



Health warnings on cigarette packs via the Tobacco Monopoly Act 
Cigarette market opened to multinational tobacco companies 
Enactment of the Health Promotion Act 
Restricted smoking in some public places 
Banned cigarette sales to minors 
Establishment of the National Health Promotion Fund 
Privatization of KT & G, the leading tobacco company in Korea 
Signing of the WHO FCTC 

Large tobacco tax increase of 500 Korean won (0.5 US dollar) 
per pack (29% price increase) 

Nationwide Smoking Cessation Program started in 253 health 
centers 

Nationwide Quitline Services started 

Elimination of tax-free cigarettes for soldiers 

Delegation of powers to local government to make ordinances 
on outdoor smoking restrictions 

Designation of some indoor public places as completely 
smoke free 
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sales to minors; and a campaign highlighting the adverse 
health effects of tobacco use. Moreover, the Korea Tobacco 
and Ginseng (KT& G) company which was owned by the Kore- 
an government and was monopolized the Korean tobacco 
market before 1 988, was privatized in 2001 . 

Korea signed and ratified the WHO FCTC in 2003 and 2005, 
respectively. A large 500 Korean won (KRW, approximately 0.5 
US dollar [USD]) increase in price per cigarette pack was added 
as a tax in 2004. The following year, smoking cessation services 
opened in 253 health centers nationwide providing free nico- 
tine replacement therapy and counseling services. In 2006, the 
National Health Promotion Plan was revised with the aim of 
reducing the socioeconomic differences in the smoking preva- 
lence and the overall smoking prevalence nationwide. The 
same year, Korea introduced the National Quitline Service. 
Furthermore, in 2010, local governments were given the pow- 
er to enact ordinances on outdoor smoking restrictions. In 
2011, some public places were designated as completely 
smoke free, including government offices, nurseries, medical 
facilities, schools, and large restaurants and bars. Since the late 
1970s, policies to control tobacco have been incrementally in- 
troduced and strengthened. However, these policies in Korea 
require further evaluation and should be compared with 
countries that are leading tobacco control. 

CURRENT TOBACCO CONTROL POLICIES IN 
KOREA 

Tobacco Control Revenues 

Tobacco control expenditure was 8 billion KRW in 2004, and 
increased considerably to 23.1 billion KRW in 2005 and 31.5 
billion KRW in 2006 after the substantial increase in 2004. 
However, tobacco control expenditure has decreased steadily 
since 2006 with 22.8 billion KRW in total revenue in 2012 [9]. 
Government funding for tobacco control policies is essential 
to implement tobacco control programs effectively. In 2014, 
the US Centers for Disease Control and Prevention (CDC) rec- 
ommended that a minimum level of funding of approximately 
7.41 USD per capita is required to maintain comprehensive to- 
bacco control programs and policies [10]. In comparison with 
the US, level of tobacco control expenditure in Korea is less 
than 20% of the minimum level recommended by the US CDC. 

Tobacco Pricing and Taxation 

Pricing and taxation measures are an effective and impor- 



tant means of reducing tobacco consumption. The WHO FCTC 
recommends that tax and price polices on tobacco products 
be implemented to reduce tobacco consumption [4]. For ex- 
ample, a 10% increase in the price of tobacco was proven to 
reduce tobacco consumption by approximately 4% in devel- 
oped countries, with an even greater decrease in developing 
countries [11]. In addition, the price elasticity of tobacco con- 
sumption is much greater for adolescents than adults and also 
in low-income groups than high-income adults [12]. Tobacco 
price increases also delay the initiation of smoking among 
children and adolescents. 

Tobacco taxes comprise 62% of the current retail price of 
cigarettes in Korea (2.10 USD per pack), which is the lowest 
out of the 36 Organization for Economic Cooperation and De- 
velopment countries and only 15% of the price in Norway 
(Figure 1 ) [1 2]. In Korea, the last tobacco tax increased in 2004 
(500 KRW); therefore, cigarettes have become relatively more 
affordable due to the inflation and increased income in Korea 
since 2004. This lackof a further tobacco tax over the past de- 
cade in Korea may be one of important factor contributing to 
the static smoking prevalence that was noted since 2007. 

Smoke-free Policies 

Reducing the exposure of second-hand cigarette smoke 
through smoking bans in indoor public places improves the 
health of the workers, reduces asthma admissions in children, 
improves birth outcomes (e.g., by reducing the incidence of 
low birth weights and stillbirths), and benefits the health of 
the general population by reducing the rate of ischemic heart 
attacks [13]. Moreover, such a policy reduces tobacco con- 
sumption [13] and changes social norms surrounding ciga- 
rette use in public places [14]. The rate of exposure to second- 
hand smoke among Korean adults was 38.1% in 2010 [6], and 
30.7% of adolescents reported being exposed to second-hand 
smoke at the home [1 5]. 

With the adoption of the National Health Promotion Act, 
smoking became restricted in indoor public places from 1995 
in Korea. Since 1 995, these restrictions have widened. Howev- 
er, previous smoke-free policies were not comprehensive and 
divided indoor environments into smoking and non-smoking 
sections. This partial ban does not completely protect non- 
smokers from second-hand smoke. In 201 1 , a comprehensive 
ban was introduced for some public places, including public 
transport, government buildings, medical care facilities, nurs- 
eries, all schools except university campuses, large restaurants 
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Figure 1. Comparison of cigarette prices among Organization for Economic Cooperation and Development countries. From 
World Health Organization. Global health observatory data repository [1 2]. 



and bars, and large buildings and theaters. However, desig- 
nated smoking rooms are still permitted [16]. Moreover, ciga- 
rette smoking is still allowed in small restaurants and bars, 
small buildings, and theaters. In contrast, the WHO FCTC rec- 
ommends that a comprehensive smoking ban that encompass 
all indoor public places including public transport and that no 
designated smoking areas be allowed. 

In Korea, outdoor smoking bans are becoming of great in- 
terest to local governments since they were given the power 
to enact ordinances from 2010 [16]. Of the 246 local govern- 
ments in Korea, 199 (80.9%) developed ordinances to restrict 
cigarette use in outdoor places in 2013 [17]. The most com- 
monly protected places include bus stops (97%), public parks 
(95%), school clean zones (94.0%), gas stations (56.3%), and 
playgrounds (54.3%). Because there is no evidence of public 
health harm caused by outdoor second-hand smoke exposure 



[18], outdoor smoking bans continue to be open to criticism 
as a potentially misdirected tobacco control policy and a 
waste of the local government's revenue and time. 

Education, Communication, Training, and Public 
Awareness 

Campaigns to educate the public about the hazards of to- 
bacco use are effective in reducing tobacco consumption and 
changing social norms regarding tobacco use. However, the 
effectiveness of mass media campaigns depends on their 
reach, intensity, duration, and message. The most effective ap- 
proach involves negative health messages with a sufficient 
population exposure [19]. In Korea, various public awareness 
campaigns highlighting the hazards of tobacco have been un- 
dertaken, including mass media campaigns involving televi- 
sion and radio, advertisements on buses and in subway, and 
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the dissemination of information and smoking cessation pro- 
grams through the internet and self-help leaflets at health 
centers. However, some of the content reported in these cam- 
paigns is not based on scientific evidence and the effective- 
ness of these campaigns have not been adequately evaluated. 
Overall, knowledge of the adverse health effects of tobacco 
use is still limited in Korea [20]; thus, more efforts to raise 
awareness are needed. 

Tobacco Advertisement, Promotion, and 
Sponsorship 

Tobacco advertising bans have been proven to reduce to- 
bacco consumption if comprehensive [21]. In contrast, tobac- 
co promotion tends to increase tobacco consumption, espe- 
cially among adolescents [22]. Tobacco advertisements on the 
TV and radio are banned in Korea but are allowed in maga- 
zines and at the point of sale. In retail stores, cigarette displays 
are also allowed. There are restrictions on tobacco sponsor- 
ship, but only for events that exclusively involve women and 
adolescents (article 9-4, National Health Promotion Act) [16]. 
KT & G, the leading tobacco company in Korea, very actively 
supports low-income individuals and cultural events through 
the KT& G Social Security Foundation. 

The WHO FCTC recommends that all advertising, promotion, 
and sponsorships by the tobacco industry be completely 
banned because these activities promote the sale of ciga- 
rettes, especially to adolescents. The WHO FCTC also recom- 
mended that advertisement, promotion, and sponsorship 
bans be introduced within 5 years of the WHO FCTC ratifica- 
tion (by 2010 for Korea), but no further measures have been 
taken in Korea since the WHO FCTC was ratified. 

The Labeling and Packaging of Cigarettes 

Packaging has become a key marketing tool for cigarette 
companies because of the increased advertising and sponsor- 
ship bans that have been enacted worldwide. Unregulated 
package coloring and imagery contribute to consumers' 
misperception that certain cigarettes are safer than others are. 
Removing colors and misleading terms from cigarette packs 
would reduce false beliefs in the safety of cigarettes [23]. In 
Korea, health warnings on cigarette packs are written in text 
and comprise 30% of the main part of the packaging. Al- 
though misleading or deceptive terms such as "mild" or "light" 
are still permitted [16], they will be banned from January 
201 5. The WHO FCTC recommended that terms such as "mild," 



"low tar," and "light" be banned within 3 years of the WHO 
FCTC ratification (by 2008 for Korea). Moreover, they suggest 
the introduction of pictorial health warnings that cover 50% of 
the main part of tobacco packaging. By 2013, 63 countries had 
adopted pictorial warnings, and most have introduced these 
labels only recently [24]. Australia introduced "plain packag- 
ing" on cigarette packs in 2012, which required the removal of 
all branding (colors, imagery, corporate logos, and trade- 
marks), and permits only the brand name in a mandated size, 
font, and placement on the pack. 

Promoting Smoking Cessation Treatments 

Smoking cessation is an important component of compre- 
hensive tobacco control measures despite its limited effect on 
tobacco consumption at the population level. Pharmacothera- 
py, including nicotine replacement therapy, bupropion, and 
varenicline as well as behavioral counseling are effective at 
aiding smoking cessation [25]. Korea introduced national 
Smoking Cessation Clinics in 253 health centers in 2005 that 
provide free nicotine replacement therapy and individual coun- 
seling. In addition, Korea operates a small-scale National Ouit- 
line Service. National Smoking Cessation Clinics cover approxi- 
mately 3% of the smoking population at present (427 571 per- 
sons as of 2012) [9]. 

The WHO FCTC recommends the promotion of smoking ces- 
sation treatments, the development and dissemination of na- 
tional treatment guidelines, and the establishment of sustain- 
able funding for cessation services. Korea has a relatively 
strong national cessation program compared with other coun- 
tries, but its service coverage is currently limited, mainly due 
to a lack of insurance coverage for smoking cessation services. 
Moreover, there are no national guidelines for tobacco treat- 
ment, and the participation of health professionals in smoking 
cessation services remains limited. 

Tobacco Sales to Minors 

Bans on tobacco sales to minors have been shown to effec- 
tively reduce sales by retailers [26]. However, this reduction 
can only be sustained when the ban is strongly enforced. In 
contrast, voluntary retailer compliance programs do not re- 
duce tobacco sales to minors [27]. The monthly smoking rates 
are 23.9% for male high school students and 1 1.1% for middle 
school students in Korea. Among Korean females, the smoking 
rates are 13.8% for high school students and 5.5% for middle 
school students [1 5]. Half of all male students and 40% of all 
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female students can directly buy cigarettes at retail stores. In 
201 3, more than 75% of adolescents said that they encoun- 
tered no problems in purchasing cigarettes at retail stores, 
even though the Adolescent Protection Act prohibits the sale 
of cigarettes to minors (<19 years old). These data indicate 
that this law is poorly enforced in Korea. 

Reducing the Socioeconomic inequalities in 
Cigarette Smoking 

Reducing the socioeconomic inequalities in health is one of 
the overarching goals of the Korean National Health Promo- 
tion Plan 2020. The specific targets of this plan in terms of 
smoking inequalities were to reduce the differences in smok- 
ing prevalence between the highest and lowest income quar- 
tiles from 15.4% in 2008 to 8.0% in 2020 among adult men 
and from 2.6% in 2008 to 1.5% in 2020 among adult women 
[28]. For adult men, the difference in smoking prevalence be- 
tween the highest and lowest income quartiles was found to 
have decreased to 10.7% (54.2% to 43.5%), however, for adult 
women, the difference increased to 5.0% (10.3% to 5.3%) in 
2010 [6]. The tobacco tax increase of 2004 contributed to a 
marginal reduction in the socioeconomic inequality of smok- 
ing in Korea [29], but other tobacco control policies may have 
widened the inequalities of tobacco use. For example, smoke- 
free policies do not cover small restaurants and bars, which 
may be more commonly visited by Koreans from a low socio- 
economic background. In addition, anti-smoking campaigns 
and smoking cessation programs have not targeted low-in- 
come Koreans. National Smoking Cessation Clinics in Seoul, 
the capital of Korea, tended to recruit more smokers from 
more privileged backgrounds, and the smoking cessation rate 
was found to be lower in less privileged areas than it was in 
more privileged areas [30]. 

CONCLUSION 

Although Korea has ratified the WHO FCTC, its tobacco con- 
trol policies have not made appreciable progress, particularly 
in relation to the WHO recommended "best buy" policies, 
which include tobacco tax increases; smoke-free policies; a 
ban on the advertising, promotion, and sponsorship of tobac- 
co products; and warnings about the dangers of tobacco. 
Moreover, it does not seem likely that the national target of 
reducing male adult smoking prevalence less than 29% and of 
reducing differences in female adult smoking prevalence less 



than 1.5% between the highest and lowest quartilesuntil 2020 
will be achieved under the current policies. Many effective to- 
bacco control policies that increase smoking cessation rates, 
reduce tobacco consumption, and delay smoking initiation 
among adolescents have been proven; therefore, priority 
should be given to create comprehensive tobacco control poli- 
cies along these lines in Korea. Among them, an emphasis 
should be placed upon increasing tobacco taxes, enacting 
comprehensive smoke-free policies, and comprehensively 
banning tobacco advertisements, promotions, and sponsor- 
ship. 
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